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Influenza  (Last updated November 6, 2013; last reviewed November 6, 2013)

Epidemiology
Influenza viruses are spread directly from person to person across distances less than 6 feet via large or small
droplets generated by coughing or sneezing or indirectly from contaminated surfaces to hands to mucosal
membranes.1 Influenza has an incubation period of 1 to 4 days (mean: 2 days),2 and can be shed by adults
from 1 day before to 5 to 10 days after onset of symptoms and by children from several days before to ≥10
days after illness onset.3 Viral shedding can occur over longer periods of time in those with chronic diseases,
including patients with immunologic suppression or those receiving systemic corticosteroid therapy.4-7

Seasonal influenza viruses can be divided into three types: A, B, and C. Influenza A viruses are further
subdivided based on surface glycoproteins: hemagglutinin (H) and neuraminidase (N). Influenza A viruses
circulate primarily among aquatic birds, but also among humans and other animals, including pigs, horses,
and seals. Influenza A subtypes H1N1 and H3N2 currently circulate among humans. Influenza B circulates
primarily among humans.8 Influenza C circulates primarily among animals such as swine and dogs and rarely
in humans.9,10 Influenza A and B cause seasonal outbreaks and impose a higher disease burden than influenza
C, which is associated with milder illness, sporadic cases, and rarely, localized outbreaks. Two influenza A
subtypes and one influenza B strain are included in current seasonal influenza vaccines. Influenza viruses
cause annual outbreaks in the United States lasting from winter through early spring. 

Certain groups have been identified by the Centers for Disease Control and Prevention (CDC) to be at risk of
complications from influenza, including individuals with immunosuppression caused by HIV infection.11 The
burden of influenza virus in HIV-infected children has been characterized in limited case reports and case
series, but assessment of its impact has been confounded by the stage of HIV infection, type of antiretroviral
therapy (ART), and other comorbidities.12 In the era before combination antiretroviral therapy (cART), multiple
large epidemiological studies suggested high hospitalization and mortality rates with influenza in HIV-infected

Panel’s Recommendations

• The approach to evaluation and treatment of HIV-infected children on stable combination antiretroviral therapy with suspected or
confirmed influenza should be similar to that of HIV-uninfected children (AIII). HIV-infected children with evidence of moderate-
to-severe immunosuppression by CD4-defined or clinical disease-defined categories may be at increased risk of influenza-related
complications and should be monitored closely until illness resolution (BII).

• Prevention of influenza in HIV-infected children aged 6 months and older should include annual administration of trivalent
inactivated influenza vaccine, according to Advisory Committee on Immunization Practices recommendations (see annual
updated recommendations at http://www.cdc.gov/vaccines/pubs/acip-list.htm) (AII).

• Influenza-specific antiviral chemoprophylaxis should be considered for HIV-infected children based on level of
immunosuppression and other preexisting co-morbidities, influenza vaccination status, and degree of exposure to suspected or
confirmed influenza, according to CDC guidelines (http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6001a1.htm) (BII).

• HIV-infected children with confirmed influenza should be considered for prompt antiviral therapy, according to CDC guidelines
(see http://www.cdc.gov/flu/antivirals/ and http://www.cdc.gov/mmwr/pdf/rr/rr6001.pdf) (AII).

Rating of Recommendations: A = Strong; B = Moderate; C = Optional

Rating of Evidence: I = One or more randomized trials in children† with clinical outcomes and/or validated endpoints; I* = One or
more randomized trials in adults with clinical outcomes and/or validated laboratory endpoints with accompanying data in children†

from one or more well-designed, nonrandomized trials or observational cohort studies with long-term clinical outcomes; II = One
or more well-designed, nonrandomized trials or observational cohort studies in children† with long-term outcomes; II* = One or
more well-designed, nonrandomized trials or observational studies in adults with long-term clinical outcomes with accompanying
data in children† from one or more similar nonrandomized trials or cohort studies with clinical outcome data; III = Expert opinion
† Studies that include children or children/adolescents, but not studies limited to post-pubertal adolescents
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individuals.13,14 However, observations reported during the cART era suggest that better control of HIV
infection is associated with a milder course of influenza. In an outbreak of 2009 H1N1 influenza virus infection
in Germany involving 15 HIV-infected schoolchildren receiving cART, the clinical course in HIV-infected
children was similar to that in HIV-uninfected children.15 A case series of 13 HIV-infected children with 2009
H1N1 in Barcelona also reported outcomes similar to those in HIV-uninfected groups.16 In both reports, half of
the children were aged <13 years, had CD4 counts >500 cells/mm3, and very low or undetectable HIV viral
loads. Existing data suggest that HIV-infected children receiving cART who have natural influenza infection
develop influenza-specific antibody levels similar to those seen in HIV-uninfected children.15 Larger
observational studies of HIV-infected children are needed to further substantiate these findings.

Clinical Manifestations
Signs and symptoms related to influenza are similar between HIV-infected and HIV-uninfected children and
include fever, cough, and rhinorrhea in the majority of patients.15-17 Loss of appetite was more common in
HIV-infected patients than in HIV-uninfected patients in one study.18 In a prospective cohort study conducted
in South Africa from 1997 to 1999, prior to cART availability, hospitalized HIV-infected children with
laboratory-confirmed influenza had more radiographic evidence of alveolar consolidation when compared
with HIV-uninfected children. However, other types of bacterial complications did not vary by HIV status.
Clinical outcomes including duration of hospitalization and in-hospital mortality were similar for both HIV-
infected and -uninfected groups.18,19 The differential diagnosis for pneumonia in an HIV-infected child during
the influenza season includes primary influenza pneumonia or influenza complicated by secondary bacterial
pneumonia with Streptococcus pneumoniae, Staphylococcus aureus, Streptococcus pyogenes, or
Haemophilus influenzae, the most commonly identified bacterial co-pathogens. Consideration also must be
given to other potential pathogens including Pneumocystis jirovecii, Mycobacterium tuberculosis, atypical
mycobacteria, endemic mycoses, and other respiratory viruses, according to the child’s level of
immunosuppression, potential exposures, and local epidemiology. 

Diagnosis
The laboratory approach to diagnosis of influenza in HIV-infected and -uninfected children is identical. This
includes rapid influenza diagnostic tests (RIDTs), immunofluorescence assays, reverse transcription-polymerase
chain reaction (RT-PCR) assays, and viral culture. RT-PCR and viral culture are considered the gold standard
influenza tests. Viral culture results are not immediately available and culture is not as sensitive as RT-PCR.
RIDTs offer point-of-care diagnosis, but sensitivity that is substantially lower than for viral culture or RT-PCR
and false-positivity—particularly when prevalence is low—limit their reliability for patient management.20

Regardless of the method of laboratory diagnosis, clinical diagnosis with laboratory confirmation of influenza is
important, especially in hospitalized patients and outpatients at higher risk of influenza complications. 

Prevention Recommendations
Preventing Exposure

Basic personal hygiene, including hand hygiene and proper cough etiquette, are mainstays of influenza
prevention. Individuals should avoid touching their eyes, nose, and mouth and avoid contact with sick
individuals. Hands should be washed often with soap and water or with alcohol-based hand rub containing at
least 60% alcohol, if soap and water are unavailable. Proper hand washing technique involves wetting hands
with clean running water, applying soap, and rubbing and scrubbing all hand surfaces and under the
fingernails for at least 20 seconds. Hands should be dried with a clean towel or air dried. When using
alcohol-based hand rub, the hand rub should be applied to one hand, and the hands (including all hand
surfaces and fingers) should be rubbed together until dry. 

Cough etiquette directs the individual to cough or sneeze into a tissue (preferred) or, when a tissue is
unavailable, into the upper sleeve or elbow rather than into the hands. A soiled tissue should be disposed of
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in a waste basket. Other prevention methods include reducing crowding, maintaining a few feet of distance
from others, avoiding shaking hands or hugging at gatherings, and avoiding gatherings altogether (see
http://www.cdc.gov/flu/protect/habits.htm, http://www.cdc.gov/handwashing, and
http://www.cdc.gov/h1n1flu/faithbased/factsheet2.htm).

Prolonged influenza viral shedding in a hospitalized immunocompromised patient has implications for
preventing spread of influenza in the health care setting. Strategies to prevent the spread of influenza in
health care facilities include use of droplet precautions by health care workers according to Healthcare
Infection Control Practices Advisory Committee guidelines (see http://www.cdc.gov/hicpac).21

Preventing First Episode of Disease

Annual influenza vaccination is a cornerstone of influenza prevention, at the individual and community
level.22 Past concerns about an increase in HIV viral load following influenza vaccination have not been
substantiated, particularly in the presence of cART.11,23-27 Currently in the United States, trivalent inactivated
influenza vaccine (TIV) is recommended for HIV-infected patients according to the CDC Advisory
Committee on Immunization Practices (ACIP) recommendations. Multiple studies examining the immune
response of HIV-infected children and adolescents on ART to TIV have shown immune responses
comparable to those seen in HIV-uninfected individuals when matched for age and gender.26,28

ART to maintain adequate CD4 lymphocytes is the cornerstone of adequate immune responses to
vaccine.29,30 In a multivariate analysis of the immune response to TIV in HIV-infected children during the
1994–1995 influenza season, a higher pre-immunization CD4:CD8 ratio was associated with a greater
antibody response.25 Multiple studies have shown that HIV-infected individuals with depleted T lymphocytes
have a suboptimal immune response to vaccines.31-33 A randomized controlled trial of the immune response
of HIV-infected children on cART to either TIV or live-attenuated influenza vaccine (LAIV) showed
protective antibody titers after both vaccines (96%–98% for influenza A; 81%–88% for influenza B), with
low baseline HIV viral loads correlating with improved antibody responses to both vaccines.34 Although
LAIV is not licensed for use in HIV-infected children, many experts would consider using it on the basis of
demonstrated safety and immunogenicity in HIV-infected children on cART without CD4-defined
immunosuppression.35 Quadrivalent LAIV is Food and Drug Administration (FDA)-approved and is
anticipated to be available in upcoming influenza seasons. ACIP recommends TIV over LAIV for HIV-
infected children. Household contacts (aged 6 months and older) of HIV-infected children should receive
influenza vaccine annually as a means to help protect against influenza illness. 

Contraindications to use of inactivated influenza vaccine are the same for HIV-infected and HIV-uninfected
individuals. A physician should be consulted before flu vaccine is administered to children who have a severe
allergy to chicken eggs, have had a severe reaction to influenza vaccine in the past, are less than 6 months of
age (influenza vaccine is not approved for this age group), or who have a moderate-to-severe illness with a
fever (in which case the child should be vaccinated after recovery).

Antiviral chemoprophylaxis according to current CDC guidelines36 is recommended for unvaccinated HIV-
infected children who are close contacts of a person suspected of having or confirmed to have influenza.
Selection of an antiviral drug for chemoprophylaxis should be based on current ACIP and CDC influenza
antiviral recommendations and consider the antiviral susceptibility testing data for circulating influenza virus
strains that can be obtained from the CDC (see http://www.cdc.gov/flu/weekly or
http://gis.cdc.gov/grasp/fluview/fluportaldashboard.html). Ideally, antiviral chemoprophylaxis should be
started within 48 hours of exposure to a known influenza contact. Either oseltamivir or zanamivir, part of the
antiviral class of medications called neuraminidase inhibitors, are approved and recommended for
chemoprophylaxis against influenza A and B viruses. Oseltamivir prophylaxis is not FDA-approved for
children aged <1 year, but the American Academy of Pediatrics and CDC have issued recommendations for
prophylaxis of children 3 months of age and older; zanamivir prophylaxis is not recommended for children
aged <5 years (see Table). Although oseltamivir resistance has been documented previously among
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circulating seasonal influenza A (H1N1) virus strains during the 2008–2009 influenza season, since
September 2009, most (99%) circulating influenza A and B viruses have been susceptible to oseltamivir.36

Amantadine and rimantadine, adamantane derivatives, are approved but not currently recommended for
chemoprophylaxis of influenza A viruses because of resistance of current influenza A (H3N2 and 2009
H1N1) virus strains to adamantanes.36,37 Amantadine (generic) and rimantadine (Flumadine®, generic) are
approved to prevent only influenza A virus infection in people aged > 1 year. Because chemoprophylaxis
does not totally eliminate risk of influenza illness, children who develop fever and respiratory symptoms
should be evaluated by a health care provider.36

Discontinuing Primary Prophylaxis

Duration of chemoprophylaxis is typically 10 days.

Treatment Recommendations
Treating Disease

Treatment of influenza in HIV-infected patients is recommended according to the ACIP and CDC guidelines. The
recommended duration of treatment is 5 days, but may need to be extended in severely ill hospitalized or
immunocompromised patients.38 As with primary prophylaxis, selection of an antiviral drug for treatment should
be based on current ACIP and CDC influenza antiviral recommendations and consider the antiviral susceptibility
testing data for circulating influenza virus strains that can be obtained from the CDC (see
http://www.cdc.gov/flu/weekly or http://gis.cdc.gov/grasp/fluview/fluportaldashboard.html). Currently
recommended influenza antiviral medications are the neuraminidase inhibitor drugs, oseltamivir (orally
administered) and zanamivir (inhaled); both are effective for treatment against influenza A and B viruses.
Oseltamivir is approved for treatment of influenza in children aged ≥2 weeks. Although oseltamivir resistance
was documented in circulating seasonal influenza A (H1N1) virus strains during the 2008–2009 influenza season,
since September 2009, most (99%) of circulating influenza A and B viruses have been susceptible to
oseltamavir.36 Zanamivir is approved for treatment of influenza in children aged ≥7 years (see Table). Alternative
dosing of influenza-specific antiviral drugs and duration of therapy are under investigation. Amantadine and
rimantadine, adamantane derivatives, are both effective treatments for influenza A viruses, but not influenza B
viruses. Of the adamantanes, amantadine (generic) is approved to treat only influenza A viruses in people aged >1
year and rimantadine (Flumadine®; generic) is approved to treat only influenza A virus infections in people aged
≥13 years. However, some pediatric influenza specialists may consider rimantadine appropriate for treatment of
children aged >1 year. Adamantanes are not currently recommended for treatment of influenza A because of
resistance of current influenza A (H3N2 and 2009 H1N1) strains.36,37

A fundamental feature of influenza in the immunocompromised host is prolonged influenza viral shedding
from the respiratory tract, which may persist weeks to months in an individual with poorly controlled HIV
infection.39,40 However, patients with well-controlled HIV on cART will have diminished influenza viral
shedding, with further attenuation with antiviral treatment. During the influenza pandemic of 2009, 2009
H1N1 viral RNA was detectable by RT-PCR for a median of 4 days (range 4–5) in 5 HIV-infected,
oseltamivir-treated children, compared with a median of 8 days (range 8–13) in 10 HIV-infected, oseltamivir-
untreated children.15

Monitoring of Adverse Events including IRIS

Clinicians should take into account patients’ age, weight, renal function, history of seizures, level of
immunosuppression, presence of other medical conditions, and potential drug interactions when considering
administration of influenza antiviral medications.36

Zanamivir: Because of cases of respiratory deterioration manifested as decreased forced expiratory volume
or bronchospasm in patients with asthma or chronic obstructive pulmonary disease, zanamivir is not
recommended for treatment of patients with underling pulmonary disease. In clinical treatment studies



Downloaded from http://aidsinfo.nih.gov/guidelines on 12/21/2016

Guidelines for the Prevention and Treatment of Opportunistic Infections In HIV-Exposed and HIV-Infected Children                  Q-5

involving patients with uncomplicated influenza, common adverse events were similar in those treated with
inhaled zanamivir and those treated with inhaled placebo.36,38

Oseltamivir: For patients with creatinine clearance 10–30 mL/min, a reduction in chemoprophylaxis dosage
to 75 mg every other day and in treatment dosage to 75 mg once daily is recommended. Pharmacokinetic
(PK) data are limited for dosing recommendations for patients with severe renal insufficiency on dialysis. In
studies of adults and children, mild nausea and vomiting has been the most common side effect of treatment
with oseltamivir;41,42 however, that can be somewhat alleviated if the medication is taken with food.43 Despite
earlier post-market reports of transient neuropsychiatric events manifested as self-injury or delirium in
Japan,44 more recently, oseltamivir has not been associated with increased risk of neuropsychiatric events.45

The FDA recommends close monitoring for abnormal behavior in patients treated with oseltamivir.43 The
FDA and CDC also recommend that clinicians and pharmacists pay careful attention to the possibility of
dosing errors in young children.46

Amantadine: For patients with creatinine clearance <50 mL/min, the following dosage frequency reductions
are recommended: 30 to 50 mL/min - once daily; 15 to 29 mL/min - once every 48 hours; <15 mL/min -
once weekly. These patients should be observed carefully for adverse reactions that would necessitate a
further decrease in dose.36,47 Because an increased incidence of seizures has been noted in patients with a
history of seizure disorders exposed to amantadine, such patients should be observed for increased seizure
activity when given the drug.36,48

Rimantadine: For patients with creatinine clearance <10 mL/min, a reduction of dosage to 100 mg/day is
recommended. Patients with any degree of renal insufficiency, including older individuals, should be
carefully observed for adverse reactions necessitating a further decrease in dose. Also, in patients with severe
hepatic dysfunction, a reduction in dosage to 100 mg/day is recommended.36,49 Seizure or seizure-like
activity was seen in patients taking rimantadine who had a history of seizure disorders and were not taking
anticonvulsants.50

Patients aged ≤18 years with suspected influenza should not be given aspirin or aspirin-containing products
such as bismuth subsalicylate (Pepto Bismol) because of the risk of Reye syndrome. In such cases, it is
recommended that fever be treated with other antipyretics such as acetaminophen or non-steroidal anti-
inflammatory medications.51

Drug Interactions: Clinical data are limited with respect to drug interactions between zanamivir or
oseltamivir and antiretroviral drugs, and no clinical trials to date have evaluated the safety or efficacy of
using combinations of different classes of influenza antiviral drugs.36 However, information derived from
pharmacology and PK studies of oseltamivir suggests that clinically significant drug interactions are unlikely,
and zanamivir is not a substrate nor does it affect cytochrome P450 (CYP450) isoenzymes; no clinically
significant drug interactions are predicted based on in vitro studies. 

Managing Treatment Failure

Clinicians developing management plans in response to treatment failure or severe illness associated with
influenza viral infections can consider changes in dosing or route of administration, increasing duration of
therapy, or tailoring therapy based on viral resistance. Patients who are severely ill and hospitalized or who
are immunosuppressed may require longer treatment.38 In treating severely ill patients with avian influenza A
(H5N1), doubling of the dose of oseltamivir (e.g., 150 mg twice daily in adults) was well tolerated in one
case report52 and may be more effective.53 For oseltamivir-resistant influenza virus infection, treatment under
compassionate use and Emergency Act Authorization using nebulized54 and intravenous (IV) zanamivir and
IV peramivir have been described. Although the Emergency Act Authorization for use of these drugs through
these routes of administration has expired, clinical trials of IV zanamivir, peramivir, and oseltamivir are
under way through the National Institutes of Health. Clinicians interested in learning more about these trials
of IV antiviral products should go to the http://www.clinicaltrials.gov website. 
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Zanamivir: IV zanamivir has occasionally been used as therapy for patients with proven resistance because
of the H275Y mutation in neuraminidase. The H275Y mutation is associated with no change in susceptibility
to zanamivir, but high-level oseltamivir resistance and intermediate-level resistance to peramivir, an
investigational neuraminidase inhibitor.55 IV zanamivir was previously used to treat cases of oseltamivir-
resistant 2009 H1N1 infection, although it is not approved for this use. In one case report, an 18-month-old
child with relapsed hematologic malignancy was admitted for a stem cell transplant and was started on
oseltamivir early in the hospital course after developing cough and fever and being diagnosed with influenza
A virus infection. After the child was diagnosed with 2009 H1N1 virus and experienced clinical
deterioration, IV zanamivir was administered on a compassionate use basis (GlaxoSmithKline), 320 mg (20
mg/kg per dose) every 12 hours. Sequence analysis of the neuraminidase gene from virus detected in
endotracheal aspirates demonstrated absence of H275Y mutation on day 2, but presence of the mutation
beginning on day 13. Although this patient died on hospital day 57, administration of IV zanamivir was
associated with a logarithmic drop in 2009 H1N1 viral RNA levels.56 In another case report, a 10-year-old
girl with acute lymphoblastic leukemia and PCR-documented 2009 pandemic influenza A (H1N1) infection
failed oseltamivir therapy and had progressive respiratory clinical deterioration leading to intubation. The
H275Y neuraminidase mutation was detected and the patient was changed to IV zanamivir for 15 days (600
mg every 12 hours) under an emergency investigational new drug application. Treatment with IV zanamivir
was associated with a substantial decrease in influenza A viral loads to undetectable levels by PCR testing
and the patient was weaned off the ventilator approximately 3 weeks after zanamivir initiation. The patient
tolerated zanamivir well with no adverse effects.57

Peramivir: Both adults and children with severe, progressively worsening 2009 H1N1 influenza viral
pneumonia and respiratory failure experienced recovery associated with administration of IV peramivir, an
investigational neuraminidase inhibitor, despite most having received oseltamivir therapy. Administration of
the drug was made possible through the Emergency Investigational New Drug (eIND) regulations. From
April through October 2009, in 20 adults and 11 children aged <18 years who received oseltamivir for a
median of 10 days (range 1–14 days), the 14-, 28-, and 56-day survival rates were 76.7%, 66.7%, and 59.0%,
respectively. The adult dosage was 600 mg IV once daily with adjustments for renal impairment, and the
pediatric dose ranged from 6 mg/kg to 12 mg/kg, not to exceed 600 mg IV per day. Seventeen of 31 patients
continued oseltamivir administration after initiating peramivir. Survival was associated with earlier
administration of peramivir, on hospital days 2 to 8, compared with hospital days 10 to 16 in those who died.
Delay in administration of the drug was mainly secondary to a delay in requesting the drug after
hospitalization. The investigational drug was generally well tolerated with no reports of associated serious
adverse events. Peramivir has been approved in Japan and South Korea and is undergoing U.S. Phase III
trials in hospitalized patients with influenza.58 It is important to reiterate that for patients with the H275Y
mutation, peramivir is not recommended because of associated intermediate-level resistance. 

Preventing Recurrence

See sections Preventing Exposure and Preventing First Episode of Disease. 

Discontinuing Secondary Prophylaxis

Not applicable.
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Dosing Recommendations for Chemoprophylaxis and Treatment of Influenza (page 1 of 3)

Indication First Choice Alternative Comments/Special Issues

Primary Prophylaxis Influenza vaccine None Note: See Figures 1 and 2 for detailed vaccines
recommendations.

Primary
Chemoprophylaxis
Influenza A and B

Oseltamivir for 10 daysa

• Aged <3 months; not recommendedb

• Aged 3 months to <1 year; 3 mg/kg
body weight/dose once dailyb

• Aged ≥1 to 12 years; weight-band
dosingb

• ≤15 kg: 30 mg once-daily
• >15 kg to 23 kg: 45 mg once daily
• >23 kg to 40 kg: 60 mg once daily
• >40 kg: 75 mg once daily

• Aged ≥13 years; 75 mg once daily

Zanamivir (aged ≥5 yr) for 10 days:
• 10 mg (2 inhalations) once dailyc

None Primary chemoprophylaxis is indicated for
unvaccinated HIV-infected children with
moderate-to-severe immunosuppression (as
assessed by immunologic and/or clinical
diagnostic categories) who are household
contacts or close contacts of individuals with
confirmed or suspected influenza.
Chemoprophylaxis of vaccinated HIV-infected
children with severe immunosuppression also
may be indicated based on health-care provider
assessment of the exposure situation. Post-
exposure antiviral chemoprophylaxis should be
initiated as soon as possible after exposure. 
a Oseltamivir chemoprophylaxis duration:
Recommended duration is 10 days when
administered after a household exposure and 7
days after the most recent known exposure in
other situations. For control of outbreaks in
long-term care facilities and hospitals, CDC
recommends antiviral chemoprophylaxis for a
minimum of 2 weeks and up to 1 week after the
most recent known case was identified (see
http://www.cdc.gov/mmwr/preview/
mmwrhtml/rr6001a1.htm).
b Oseltamivir is approved by the FDA for
treatment of influenza in children aged ≥2
weeks. It is not approved for prophylaxis in
children aged <1 year. However, the CDC
recommends that health-care providers who
treat children ages ≥3 months to <1 year
administer a chemoprophylaxis dose of 3
mg/kg body weight/dose once daily.
Chemoprophylaxis for infants aged <3 months
is not recommended unless the exposure
situation is judged to be critical.

Premature infants: Current weight-based
dosing recommendations for oseltamivir are
not appropriate for premature infants (i.e.,
gestational age at delivery <38 weeks). See J
Infect Dis 202 [4]:563-566, 2010 for dosing
recommendations in premature infants.

Renal insufficiency: A reduction in dose of
oseltamivir is recommended for patients with
creatinine clearance <30 mL/min. 
c Zanamivir: Zanamivir is not recommended for
chemoprophylaxis in children aged <5 years
old.

http://www.cdc.gov/mmwr/preview/mmwrhtml/rr6001a1.htm
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Dosing Recommendations for Chemoprophylaxis and Treatment of Influenza (page 2 of 3)

Indication First Choice Alternative Comments/Special Issues

Primary
Chemoprophylaxis
Influenza A (ONLY)
Oseltamivir-resistant,
adamantane-sensitive
strains

Based on CDC influenza
surveillance;
http://www.cdc.gov/flu/
weekly/fluactivitysurv.htm

Amantadine or rimantadine for 10 daysd:
• Aged 1–9 years; 2.5 mg/kg body

weight/dose twice daily (maximum
dose of 150 mg/day)

• Aged ≥10 years
• <40 kg; 2.5 mg/kg body

weight/dose twice daily
• ≥40 kg; 100 mg per dose twice

daily (maximum dose of 200
mg/day)

d Adamantanes: Because of resistance in
currently circulating influenza A virus strains,
amantadine and rimantadine are not currently
recommended for chemoprophylaxis or
treatment (adamantanes are not active against
influenza B virus). However, potential exists for
emergence of oseltamivir-resistant, adamantane-
sensitive circulating influenza A strains.
Therefore, verification of antiviral sensitivity of
circulating influenza A strains should be done
using the CDC influenza surveillance website:
http://www.cdc.gov/flu/weekly/
fluactivitysurv.htm

If administered based on CDC antiviral
sensitivity surveillance data, both amantadine
and rimantadine are recommended for
chemoprophylaxis of influenza A in children
aged ≥1 yr. For treatment, rimantadine is only
approved for use in adolescents aged ≥13
years. Rimantadine is preferred over
amantadine because of less frequent adverse
events. Some pediatric influenza specialists
may consider it appropriate for treatment of
children aged >1 year.

Renal insufficiency: A reduction in dose of
amantadine is recommended for patients with
creatinine clearance <30 mL/min.

Secondary
Chemoprophylaxis

N/A N/A No role for secondary chemoprophylaxis

Treatment
Influenza A and B

Oseltamivir for 5 dayse:
• Aged <3 months; 3 mg/kg/dose twice

daily
• Aged 3 months to <1 year; 3

mg/kg/dose twice daily
• Aged ≥1 to 12 years; weight-band

dosing
• ≤15 kg: 30 mg twice-daily
• >15 kg to 23 kg: 45 mg twice daily
• >23 kg to 40 kg: 60 mg twice daily
• >40 kg: 75 mg twice daily

• Aged ≥13 years; 75 mg twice daily

Zanamivir (aged ≥7 years) for 5 days:
• 10 mg (2 inhalations) twice dailyf

None e Oseltamivir is FDA-approved for treatment of
influenza in children aged ≥2 weeks. The CDC
recommends that clinicians who treat children
ages ≥3 months to <1 year administer a dose
of 3 mg/kg twice daily. A dose of 3 mg/kg/dose
twice daily also is recommended for infants
aged <3 months. 

Premature Infants: Current weight-based
dosing recommendations for oseltamivir are
not appropriate for premature infants:
gestational age at delivery <38 weeks. See J
Infect Dis 202 [4]:563-566, 2010 for dosing
recommendations in premature infants.

Oseltamivir treatment duration:
Recommended duration for antiviral treatment
is 5 days; longer treatment courses can be
considered for patients who remain severely ill
after 5 days of treatment.

Renal insufficiency: A reduction in dose of
oseltamivir is recommended for patients with
creatinine clearance <30 mL/min. 
f Zanamivir: Zanamivir is not recommended for
treatment in children aged <7 years.

http://www.cdc.gov/flu/weekly/fluactivitysurv.htm
http://www.cdc.gov/flu/weekly/fluactivitysurv.htm
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Dosing Recommendations for Chemoprophylaxis and Treatment of Influenza (page 3 of 3)

Indication First Choice Alternative Comments/Special Issues

Treatment
Influenza A (ONLY)
Oseltamivir-resistant,
adamantane-sensitive
strains

Based on CDC influenza
surveillance;
http://www.cdc.gov/flu/
weekly/fluactivitysurv.htm

Amantadine for 5 daysd:
• Aged 1–9 years; 2.5 mg/kg body

weight/dose twice daily (maximum
dose of 150 mg/day)

• Aged ≥10 years
• <40 kg: 2.5 mg/kg body

weight/dose twice daily
• ≥40 kg: 100 mg per dose twice

daily (maximum dose, 200
mg/day)

Rimantadine for 5 daysd:
• Aged ≥13 years; 100 mg per dose

twice daily (maximum dose of 200
mg/day)

Please see comment d, above, about
adamantane use and resistance.

Key to Acronyms: CDC = Centers for Disease Control and Prevention; FDA = Food and Drug Administration

http://www.cdc.gov/flu/weekly/fluactivitysurv.htm

